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Dr Bryan Meyers (St Louis, Mo). I have nothing to disclose. I
had the chance to meet Dr Mattioli on Saturday and we discussed
his work. I can assure you that he has got a great passion for the
treatment of benign esophageal disease. He might have passion
for everything, but he definitely has passion for the treatment of be-
nign esophageal disease. In general, we agree on the vast majority968 The Journal of Thoracic and Cardiovascular Surgof the paper. I, too, embrace the Heller-Dor as the operation of
choice. So I’ll start with 92% agreement with you and then just fo-
cus on the 8% where we might differ. I would say that in your pre-
sentation and in your paper it was not made clear to me the value of
intraoperative manometry, how many times an additional interven-
tion was made, and because I don’t do it, I view that as a burden,
and I also think it’s probably not very necessary, but maybe you
can tell us why intraoperative manometry ought to be included as
part of this operation.
Dr Mattioli. Thanks a lot. In the first 100 cases, intraoperative
manometry was tremendously necessary because we learned how
to do the operation. Later on, it was very useful to obtain in each
patient the reference values of pressure and length of the Dor we
had calculated in the first period looking after postoperative dys-
phagia and reflux symptoms and esophagitis. Now I joke with
my residents and I declare the values of length and pressure before
the manometric pull-through is performed. I understand that not ev-
eryone can do this technique. So my message is to look at what we
have been doing, read and think that that could be the right way.
DrMeyers. So because you did it for the first 100 cases, then we
can learn from you and maybe we don’t have to do it with every
case.
DrMattioli.Yes, yes, but what we can draw from the intraoper-
ative manometry is, one, the complete abolition of the U-fibers and,
two, to do a good Dor.
Dr Meyers. One of the beautiful things about the Heller-Dor is
the simplicity of the operation. With no mobilization of the com-
plete hiatus and no mobilization of the greater curvature of the
stomach, it’s a very simple, straightforward operation, but with
the 6 to 8 sutures on each side, you have made it a lot more complex
than I seem to be doing, and I just wonder if you can justify all those
extra sutures. I can generally do a Heller-Dor with 3 sutures and
then feel quite good about helping the patient with a durable and
useful operation.
DrMattioli. I know. I have reviewed the recent literature. Many
surgeons don’t do the Dor operation. They perform a Dor-like op-
eration. The Dor operation is 6 stitches for each row. This is a good
message for the young surgeons. The Dor works without dividing
the gastrosplenic ligament, without dividing the short vessels. It
is the tension created between the spleen and the stitches that creates
the new high-pressure zone. If you apply only 3 stitches, you don’t
have enough tension. I have hundreds of manometric traces to show
that. So my message is to do exactly what Dr Dor did and you will
have great results. I have duplicated length and pressure in all cases.
For this reason, I can say that probably 7% postoperative reflux and
esophagitis in the long-term reflux is not due to insufficiency of the
Dor but may be due to ageing, increased body weight, stress, etcet-
era. So there will be another way to judge our work in comparison
with the medical or endoscopic therapy.
Dr Hiran Fernando (Boston, Mass). What is your approach to
the megaesophagus or the sigmoid esophagus, and how many pa-
tients in your series actually had a megaesophagus and what
were their outcomes?
Dr Mattioli. There were 40 patients in total. I did 50% in the
open series, I did the pull-down; in all 7 patients of the last series,
laparoscopic, 100%. And that trick works. You verticalize the axis.
DrKeithNaunheim (St Louis, Mo).DrMattioli, that was a great
talk. Like BryanMeyers, I’m guilty of doing a Dor-like procedure. I
use 3 or 4 stitches on either side. So far I have not seen a lot of reflux,ery c November 2010
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Sbut that’s something we certainly will look for. It may very well be
in the manuscript, I didn’t see it in the talk, but I wanted to ask you
about the extent of your myotomy. Pellegrini and some others have
made it clear that going through the gastric sling fibers, 1 or 2 cm
onto the esophagus is really necessary to optimize the relief from
dysphagia, but I’m wondering about the proximal extent of your
myotomy. Do you take it 4 cm up? Is your total myotomy 6 cm, 8
cm, 10 cm? The prospect of the, quote, ‘‘long myotomy,’’ which
when we learned it, the inferior pulmonary ligament is divided
and we go from the arch of the aorta down, has really sort of gone
by the wayside, and for most people I think probably a 6-cm myot-
omy is enough. I don’t know if I’m wrong in that, but you have got
a great deal of experience and I thought you could tell me.
Dr Mattioli. Yes, this is a very good question. We did studies
before Pellegrini that we have to divide the U-fibers. We passed
it through the Ellis operation. It is useless to go too far cranially,
because if you look after the intraoperative manometry, the sphinc-
ter is 3 cm, 3 cm of esophagus plus 1.5 cm of lesser gastric curva-
ture. So you need only 5 cm, 6 cm in total for the myotomy. And
if you want to cover the myotomy completely, the apex of the
myotomy is not to be over the apex of the diaphragm, so you close
it without tension. It’s a very detailed operation.The Journal of Thoracic and CaDr F. Griffith Pearson (Mansfield, Ontario, Canada). I would
first comment to the two discussants, Dr Meyers and Dr Naunheim,
that it’s difficult to make the observations that Dr Mattioli has made
unless you have been doing the operation for 30 years and have fol-
lowed the patients, and I’m quite sure you don’t have that follow-up
yet. It takes a long time in achalasia to see what happens to those
patients. For the first 10 to 15 years, most surgeons think they are
wizards, and then it begins to deteriorate. I wanted to ask you, San-
dro, if you still on occasionmodify the surgery at the time of surgery
because the motility values aren’t what you want them to be. Do
you ever at this stage in your experienced career find that you
don’t get the perfect value you want and you therefore take some-
thing down and modify it? That would be a reason for using motil-
ity, even if it’s only for a small percentage of cases.
DrMattioli. Thank you, Dr Pearson. Actually, you taught me to
follow up the patients. It’s a long story. Yes. We calibrate, in fact,
the Dor with the manometry according to the characteristics of the
case, but, you know, when you have a dead esophagus, you know
you have to reach that kind of parameter, which is 4 cm of length
and 12 mm Hg, and you give or cut stitches until you get the right
measure. Now, I can do that because I have done 200 cases, but for
my residents, it’s terribly important that they learn.rdiovascular Surgery c Volume 140, Number 5 969
